Background: Left ventricular remodeling (LVR) is related to both non-fatal and fatal outcomes. Objective: To describe the geometric patterns of the LV and their associations. Methods: A total of 636 individuals between the ages of 45 and 99 years in Rio de Janeiro, Brazil, were submitted to clinical evaluation, laboratory tests, electrocardiogram, and tissue Doppler echocardiography (TDE). The difference between categories was tested with Kruskall-Wallis with post hoc tests, once all variables studied are non-normally distributed and Pearson's Qui-square (categorical variables). Gross and adjusted ORs were estimated by logistic regression. The level of significance was 5% for all tests. Subjects had LVR characterized as: normal geometry (NG), concentric remodeling (CR), concentric hypertrophy (CH), and eccentric hypertrophy (EH).
Introduction
Ventricular remodeling is a continuous process of responses to the various injuries to the myocardium. Changes in left ventricular (LV) geometry, in its various patterns, are related to the incidence of non-fatal cardiovascular outcomes and long-term mortality, which are well-known markers of poor prognosis in various cardiovascular and systemic diseases. [1] [2] [3] [4] [5] [6] Changes in ventricular geometry are considered target organ lesions on the heart and make individuals with these lesions classified as being in stage B of heart failure (HF) as it is proposed by the American College of Cardiology Foundation and American Heart Association (ACCF/AHA). 7 The pathophysiological mechanisms of ventricular remodeling vary according to the determining etiology. The diseases lead to pressure overload with increased systolic wall stress, gene activation, or direct myocardial injury followed by cell proliferation, fibrosis, collagen deposition, apoptosis, and remodeling of the ventricular geometry. The conditions that occur with volume overload lead to increased diastolic wall stress with linear stretching of cardiomyocytes, proliferation in parallel, and increased cavity diameters. 8 Epidemiological data on the prevalence and incidence of changes in ventricular geometry in population seen in primary care are scarce and knowledge of different remodeling patterns may assist in the implementation of strategies for risk stratification in this population. The aim of this study was to describe the geometric patterns of the LV in the population aged ≥ 45 years assisted in primary care, and to examine the association between ventricular remodeling and demographic and clinical variables.
Methods
This study is part of the Digitalis trial that aimed to determine the prevalence of HF in the population studied. 9
Procedures for random sample selection and patient inclusion
We selected 26 primary care units in the city of Niterói, Rio de Janeiro, Brazil, between July 2011 and December 2012. The selection of units was done by a computer-generated random sequence program, in which the weight of each unit was proportional to the number of individuals assisted. In each unit, 50 subjects were randomly selected, including 30 individuals for participation and 20 for replacement in case of negative response. The selected total population was 1050. Nine hundred forty-two individuals confirmed the presence and 666 individuals attended the scheduled visit. Inclusion criteria were age between 45 and 99 years old and informed consent. Five individuals who did not complete the questionnaire were excluded, 6 did not perform the tissue Doppler echocardiography (TDE), and 20 did not perform the measurement of B-type natriuretic peptide (BNP). At the end of the study, 636 patients completed the necessary requirements: structured questionnaire, physical examination, anthropometric data, BNP, electrocardiogram (ECG) at rest and TDE.
Definitions
All individuals selected for the study were subjected to an assessment carried out in a single day and consisting of the following elements: clinical evaluation, laboratory tests, including BNP levels, ECG, and TDE.
TDE tests were performed according to the recommendations for the quantification of chambers of the American Society of Echocardiography and the European Association of Echocardiography. (LANG, 2015) . Indexing was performed by body surface area. The left ventricular mass (LVM) was estimated by Devereux et al. (DEVEREUX, 1986 ) and relative wall thickness (RWT) by the formula where RWT is equal to twice the diastolic posterior wall divided by the diameter of the LV. RWT values ≥ 0.42 and indexed LV ≥ 115 g/m² for men and ≥ 95 g/m² for women were considered abnormal. The subjects were grouped into four remodeling models: normal geometry, concentric remodeling, concentric hypertrophy, and eccentric hypertrophy, according to the Guidelines of the American Society of Echocardiography. 10 Patients were classified in stages of chronic kidney disease (CKD) according to estimated glomerular filtration rate (eGFR) calculated by KDIGO formula (Kidney Disease: Improving Global Outcomes). Stage 1: eGFR >90 mL/min; stage 2: eGFR 60-89 mL/min; stage 3: eGFR 30-59 mL/min; stage 4: eGFR 15-29 mL/min; and stage 5: eGFR <15 mL/min. Individuals with BMI ≥ 30 kg / m2 were considered obese. Diabetic patients were defined by previous history of diabetes. The study classified as hypertensive individuals those who reported being hypertensive, were on medication to treat hypertension or had a mean systolic blood pressure (SBP) ≥ 140 mmHg or mean diastolic blood pressure (DBP) ≥ 90 mmHg.
Statistical analysis
Statistical analysis was performed using SPSS v 21.0 (Chicago, Illinois, USA). Continuous variables were expressed as median and interquartile range (50 %(25-75%)). Categorical variables were expressed in absolute numbers and/or percentages. For comparison between groups, the qui-square test was employed. All continuous variables were tested for normality with the Shapiro-Wilk test with pos-hoc test and for all of them the Ho (null hypothesis) of equality was rejected, that is, none of them had normal distribution. To that extent, the difference between those variables and the phenotypes was tested with the Kruskall-Wallis test. We estimated crude and adjusted odds ratios by logistic regression. In all comparisons, bilateral tests were utilized, and p values < 5% were considered statistically significant.
Ethical considerations
This study was conducted in accordance with the principles set out in the Declaration of Helsinki revised in 2000 (Scotland, 2000) . The study was previously approved by the Universidade Federal Fluminense under n° CAAE: 0077.0.258.000-10, and informed written consent was provided by all participating patients.
Results
The study evaluated 636 individuals of 59.5 ± 10.3 years old (62% women, 63% non-whites). The subjects were classified according to the geometry of the LV: normal geometry in 423 (67%); eccentric hypertrophy in 186 (29%); concentric hypertrophy in 14 (2%); and concentric remodeling in 13 (2%). Demographic data of the subjects are listed in Table 1 . The variables of age, gender, level of education, high blood pressure, pulse pressure, albumin/creatinine ratio, and the sodium/creatinine ratio in urine were statistically significant between the remodeling patterns. Hypertension and diabetes mellitus were the most prevalent comorbidities in patients with concentric hypertrophy, while coronary artery disease and obesity occurred more frequently in the group with concentric remodeling (Table 1) . Table 2 lists the main echocardiographic changes. Table 3 presents the crude and adjusted odds ratio of eccentric hypertrophy versus normal geometry, the only remodeling pattern with sufficient prevalence to achieve adequate power for conducting a multiple analysis. The variables of gender, age, level of education and albumin/ creatinine ratio showed a relationship with the risk of eccentric hypertrophy even after adjustment. 
Discussion
In the present study, with individuals assisted in primary care aged 45 years or more, the main pattern of ventricular geometric changes was eccentric LVH. The change was more prevalent in women, older patients, patients with lower educational levels, and patients with hypertension and renal dysfunction.
The differences observed in this study compared to other studies in Europe and the United States can be explained by reasons similar to those reported in the study by Schvartzman et al. 3 The stature of Brazilians is lower than that of Europeans and North American Caucasians, impacting the LV mass indexed by the body surface. Ventricular remodeling throughout life occurs as an adaptive response to aging, exposure to risk factors for cardiovascular disease and myocardial injury. 11 A study carried out in the community with 4492 participants (mean age 51 years and 59% women) showed that 64% had normal geometry, 18% had concentric remodeling, 13% had eccentric hypertrophy, and 5% had concentric hypertrophy. Our data are similar to the population with normal geometry (64 vs. 67%), but different in relation to remodeling standards, especially regarding concentric remodeling (18% vs. 2%) and eccentric hypertrophy (13% vs. 29%). These differences can also be explained by the greater number of hypertensive and diabetic patients observed in our study in relation to the trial of Lieb et al. 11 A study conducted in the community by Teh et al. 12 assessed the prevalence of the four remodeling models in 108 patients aged >70 years, in which 56% were women, 84% had hypertension, and 20% had diabetes. 12 Although the data of Teh et al. 12 were obtained in an older population, they are similar to ours in relation to the higher prevalence of eccentric hypertrophy observed in the sample (26% vs 29%), showing that there seems to be an increased prevalence of eccentric remodeling in older individuals and those with more comorbidities.
Aging is directly related to the progression of cardiac remodeling , most likely due to exposure to multiple cardiovascular risk factors. This finding was present in our study as well as in the literature. 13 We observed an association between female gender and the presence of LV eccentric hypertrophy after adjusting for other variables (OR, 95% CI, 1.75 [1.17 to 2.61]). There are differences in cardiac structure and function in relation to gender, and these differences appear to be more pronounced in the presence of risk factors for HF with preserved ejection fraction (HFpEF), and they can be explained by sexual dimorphism. 14 A study evaluating changes in LV stiffness in 1,402 individuals in the community observed an increase in stiffness with aging, which is increased in women more frequently than in men. 15 A study involving 318 healthy adults from the Framingham Heart Study who underwent MRI to determine the reference values of LV parameters observed a greater increase in the linear dimensions of the LV after adjustment for body surface area in women than in men (p < 0.001). 16 Our data showed that low educational level had an association with eccentric hypertrophy. Such a result can be explained by greater exposure to risk factors, less understanding about self-care, and less adherence to drug treatment.
Microalbuminuria is an important cardiovascular risk marker, 17 and the data presented here showed that individuals with changes in ventricular geometry had high levels of urinary albumin and worsening renal function assessed by GFR. Individuals with impaired renal function have a progressive increase in eccentric hypertrophy, which may reflect heart disease with concomitant loss of kidney function. Both concentric and eccentric patterns reflect hypertensive nephropathy, which progresses with structural heart disease. Studies show the existence of an association between albuminuria, remodeling, and cardiovascular disease. Increased urinary albumin excretion is associated with changes in ventricular remodeling in patients with hypertension. Patients with hypertension who have albuminuria regression disability have a higher incidence of cardiovascular disease. 18 Our data show there is a strong association between the albumin/creatinine ratio and the development of eccentric LV hypertrophy.
This study was the first in the Brazilian primary care population to specifically study the LV geometry with inclusion of RWT. The greater inclusion of female patients is noteworthy as a limitation to the study. This was due to greater adherence of women to the study protocol. Similarly, the greater adherence
